— e .

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ", B63~025359

DEPARTMENT OF FUBLIC HEALTH AND WELFAR

-3
: . ;!Zé 5 ? 5 /5’3 STATE FILE NUMBI
PO NOT WRITE Registration District No. _________ 3 :_Primary Registration :District No, _!f —Registrar's No. / & —— ER

AMENDED .
ON THIS STUB Mo gy - -
1. 'pu!c%ﬁs mUve T 2. USUAL RESIDENCE (Where decessed lived. i institution: Residence before

VS 300 . COUNT‘!PhelpS a. STATE MO b. COUNTY Franlclin admission)

Rev. 4/59 b. CITY (If outside carparate limita, give TOWNSHIF only) Langth of stay in 1b < CITY Tnsids Limits

rgsm Rolla - 7 mo oW St,,Clair Yol Nofp

. FULL NAME OF (if NOT in hospital, give location} Imiide Limits d. STREET If outsida, give location! Resida
HOSPITAL O ADDRESS ¢ 9 ! on Farm

le““JT"D!icFa.rla.nd Nurs,Home YaX) No D) ) Rt.2 Yes §f No DI
3. NAME OF DECEASED . First Middle tast 4. DATE Month Day Year

{Type or print) OF
Katie Schoenemann DEATH - June 25,1963
5. SEX . ] 4. COLOR OR RACE 7. Married 48 .Never Married (] [0. DATE OF SIRTH | 7 AGE (lost birthday) [IF UNDER ) YEAR | IF UNDER 24 HR

g w Wld;}_wed O Divorced [ 11/111‘490 7@ “Months ] Days- | Hours I Min.

‘10a. USUAL OCCUPATION [Give kind of work dons | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or coumtry) | 12, CITIZEN OF WHAT COLINTRY

king life, if ed i
HOTSEFLEE™ e oven 1 rerired Home Baldwin, I11 USA :
13a. FATHER'S NAME 13h. MOTHER'S MAIDEN, NAME 14. NAME OF HUSBAND OR WIFE

Henry Lauth Barbara Neis Herman Schoenemann
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16 SOW1Ar SECIHNTY MO | 17, INFORMANT Address

(Y:N'io, of unknown) I {If yes, give war or dates of sarv, A]_ma SChO enem St . Claj_r . MO .

18. CAUSE.OF DEATH (Enter only one causs per ling for (a), (B). end {c}. l INTERVAL BETWEEN
PART |. DEATH WAS CAUSED B N OINSET AND. DEATH
i
IMMEDIATE CAUSE (a) - 2141 'j Zf'\n
Conditions, i any, l DUE TO (b} j

16877

DATE AMENDED

DOCUMENT

which gave rise to
above cause (),
stating the under-
lving cause laat. DUE TQ {c)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10. the terminal PART 11 If deceased was female was
disease condition given in PART | (a) I there' a pregnancy in last 90 days.

ena /: ] 0 Yes l O No I XUnImnwn

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20h. DESCRIBE HJW iNJURY OCCURRED. {Enter nature of injury in PART | or PART Il of item 18.}
PERFORMED - a ] 8]
YES O NO; . A

20c. TIME . OF Hour Month, Day, Year
TN URY. a.m. RGN

- T -~ o

20d. INJURY OCCURRED 1 20e. FLACE OF INJURY (#.g., in or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK {] farm, factory, sireet, office bidg., etc.)
NOT WHILE AT WORK (J

f
. | sttended the decaased from G/a'/COB “to__ -13 nd last saw ,__.nwm%[é_l_—
m / / l [ slﬁ_m on tha ate n above, and to the best of my knowledgel from ¢ayuses stated
{Degree or titla} 22¢c, DATE SIGNED
' EE’QQG-:)HQ ‘ Gf27/6

23b, DATE. 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) Sta

6/29/63 Kempér Cemetery St.Clair,Mo,

240 FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNAYURE

CadeyeLemox FeH.  SteCleirMos | Vo027 /943 | J)a donee Ziold

{Licensed Embat 1atemnent on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

.

USE BLACK INK
OR
TYPEWRITER RIBBON

ITEM NO.| SHOULD READ

BY AFFIDAVIT OF




STATEMENT. BY LICENSED EMBALMER

I hereby ceriify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

‘or by : Student Embalmer No.

working under my personal supervision.

Student /@ MJ 8 . }Z ,«Jﬁ
Signature of Student Embalmer . i - )
Licensed E;'nbalmer No:_—ﬂm

T P. O. Address + %‘T

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. _(Failure to comply
with the above constitutes grounds for revocation of licensas). ’

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not émbalmed, fact should be so stated above.




